Introduction
Throughout the world, the prevalence of obesity in children has increased to the point where ''fat is the new normal" [1, 2] . Low and middle income countries have not escaped the epidemic of obesity but also suffer from a high prevalence of underweight children: a dual burden of extremes of habitus [3] . These factors have a major impact on the accuracy and safety of paediatric weight-estimation systems.
Drug doses in children are commonly based on their total body weight, but children can seldom actually be weighed during the management of medical emergencies [4] . An accurate estimation of weight is required to facilitate accurate drug dose calculations under these circumstances [5] [6] [7] . The accuracy of the weight estimation is important to ensure that a sufficient dose is administered to ensure the efficacy of the treatment and, on the other hand, to minimise the likelihood of overdosing with the consequent potential negative effects [8] [9] [10] [11] . Some of the older methods that are still commonly used to estimate weight include age-based formulas, length-based formulas, the Broselow tape, guesses by healthcare providers and estimates by parents -these can be classified as one-dimensional systems as only one parameter is used to generate a weight estimation. Many of these methods were derived from populations of well-or over-nourished children and have been Table 1 Prevalence of underweight, overweight and obese children in the countries and regions represented in this study. Data from three developed countries is shown for comparison.
Country
Prevalence of overweight and obesity (age 2- Derived in 1980 from USA national growth data from 1959. This formula was used to estimate ideal body weight and adjusted body weight, which were used interchangeably. The formula was intended to estimate the 50th centile of weight-for-height. Underestimates total body weight. For children aged 1-18 years Traub-Kichen formula Wt ¼ 2:396 Â 1:0188 X Derived in 1983 in the USA from data from more than 20000 children in the National Centre for Health Statistics database. The formula was intended to estimate the 50th centile of weight-for-height which the developers regarded as an approximation of ideal body weight. Underestimates total body weight. For children over 74 cm and aged 1-17 years
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shown to lack accuracy and consistency of performance, especially between different populations [12] [13] [14] . To limit the degree of underestimation of weight in high-income country populations, newer age-based formulas have been developed over the last decade to accommodate for the increasing prevalence of obesity in children [15, 16] . The Broselow tape has also been updated and modified (to the current version: 2011 edition A) to reduce the risk of underestimation of weight [17] .
Few of the older one-dimensional weight estimation systems have performed well in populations in low-and middle-income countries, where there is a higher prevalence of malnourished children [18] [19] [20] . The potential exists for significant overestimation of weight by methodologies that are derived from populations with a high prevalence of obesity, especially those developed more recently [20] .
The newest generation of weight estimation systems, however, have been designed to be equally accurate in normal, under-and overweight children [21, 22] . They are two-dimensional techniques that make use of dual length-and habitus-based parameters for weight estimation. These are the Mercy method, the PAWPER tape and the Wozniak method. Preliminary evidence in both highincome countries and low-and middle-income countries has shown that they are far superior in accuracy to traditional methods [5, 6, 12, 18, 19, [23] [24] [25] [26] [27] [28] [29] [30] .
Given the differences between populations in high-income and middle or low-income countries, there is a need to establish which methods predict weight most accurately in children in underresourced environments, to minimise potential medication errors and resultant patient harm. The objective of this study was therefore to determine which paediatric weight estimation systems predicted total body weight most accurately in children from developing countries (low-and middle-income countries). No systematic reviews or meta-analyses have addressed this topic before.
Methods

Search strategy
Online databases (MEDLINE, SCOPUS, Science Direct and Google) were searched for eligible studies, published between January 1986 and January 2017, using the following search terms: ''paediatric weight estimation", ''weight estimation children" and ''Broselow tape". Articles in any language were included if English translations were obtainable. Potential studies for inclusion were also identified from the references sections and citations of reviewed articles. To minimise the possibility of publication bias, all studies with adequate reporting were included, whether fulltext articles, research reports, abstracts, conference presentations or other unpublished data.
Study selection and eligibility criteria
All studies that evaluated or compared any of the weightestimation methodologies described in Table 2 were assessed for inclusion into the study by two separate researchers (MW and LG). Only studies from low-and middle-income countries (as defined in the United Nations World Economic Situation and Prospects report) were included for further analysis [31] . Studies that Abbreviations: Z = age in years (to the nearest half year; some texts have this value as the age at the last birthday or completed years of age); z = age in months; X = height or length in cm; M = mid-arm circumference in cm; LW = hanging leg-weight in kg; FL = foot length in cm; U = ulna length in cm; T = tibial length in cm. did not include original data were excluded. Studies that did not include usable statistics-data describing bias and precision (mean percentage error with standard deviations or limits of agreement) or data describing overall accuracy (percentages of estimations within 10% or 20% of actual weight (PW10 and PW20))-were also excluded from the meta-analysis (see Fig. 1 ).
Data abstraction and analysis
Standard statistics for meta-analysis of method-comparison studies were used, with an emphasis on evaluating accuracy (pooled categorical data -PW10), bias (pooled mean differences -mean percentage error) as well as precision (pooled variancelimits of agreement) [32, 33] . The included studies showed a large amount of within-study variance as well as between-study variance that needed to be considered. Two methods of representing the pooled parametric and non-parametric data were employed: a fixed effects model weighted by inverse variance (method 1) a random effects model (method 2)
The quality of the statistical analysis and data reporting of many of the evaluated studies was incomplete or unusable (e.g. mean percentage error and/or measures of variance not reported or PW10 not reported). Important descriptive statistics frequently needed to be imputed to enable inclusion into the meta-analysis pool. Missing data was imputed using standard methodologies when possible [34] . The use of absolute differences (in kg) between actual weight and estimated weight was statistically unsound because this could not account for the large differences in the variances between infants or younger children and older children [23, 35] . Studies that presented only this data were excluded.
An adequate performance of any weight estimation system was defined by a benchmark accuracy indicator of a PW10 >70% and a PW20 >95% [35] .
Subgroup analysis
There was considerable heterogeneity in the use and composition of subgroups within the included studies. There was insufficient data to allow for statistical consolidation and analysis of subgroups. 
Results
Study selection
From the 171 studies identified and screened in the literature search, 147 were examined in detail (see Fig. 1 ). A total of 25 articles were included in the quantitative meta-analysis, with 31,392 patients (28,644 in 20 prospective studies and 457,859 in 3 retrospective studies). Of these, 11 articles contained data suitable for direct pair-wise comparisons of two or more methods of weight estimation.
Excluded studies
Limited and incomplete data presentation and statistical analysis was the most common reason for excluding potentially relevant studies. Many studies contained incorrectly used or interpreted statistical analysis, which made the findings and interpretation of the originating studies unreliable. If the data presentation was adequate, to allow for data imputation, it was included into the metaanalysis.
Origin of included studies
Articles included for the meta-analysis originated widely: Africa (52%), Central Asia (30%), South-eastern Asia (11%) and Central America and the Caribbean (7%). The countries represented by studies in this review are listed in Table 1 , together with data on the prevalence of overweight, obesity and underweight within those countries and regions.
Risk of bias within and across studies
There is no recognised systematic method of evaluating the risk of bias in the observational studies reviewed in this metaanalysis. The risk of performance bias was common because it is difficult to blind measuring personnel when using devices such as the Broselow tape to estimate weight (although blinding can be achieved through masking the Broselow tape when assessing accuracy of colour zone measurement). There was also risk of detection bias, with unblinded outcome assessors, but most of the data was in objective, numerical form, and this lack of blinding was considered unlikely to cause significant bias. Reporting bias was countered by including all identified, methodologically-sound studies (published or not). Methodological sources of potential bias were common (e.g. if the Broselow tape was not actually used to estimate weight), but these studies were independently assessed and rated according to the individual risk of bias. Repeat evaluation of pooled data with and without studies at risk of this bias returned similar outcomes. Studies at high risk of bias were excluded from the meta-analysis. Table 3 contains a summary of the articles included in this review, including a brief narrative of the major findings and limitations of each study, the risk of bias assessment and level of evidence for each study.
Meta-analysis data on bias (trueness), precision and accuracy of paediatric weight estimation systems Table 3 contains a description of each of the weight estimation systems evaluated, as well as any restrictions on their applicability. The raw and imputed data for each of the weight-estimation methodologies included in the meta-analysis are shown in the supplementary Table. Of the 17 studies that indicated a target for weight estimation accuracy, 16 favoured an error <10% as desirable, while one study supported a <20% error. Table 3 Studies included in the qualitative review and quantitative meta-analysis, in chronological order. A summary of findings as well as a short commentary on significant aspects is included. In the description of target accuracy, some studies used an implied weight-estimation target (indicated by an asterisk * ) and some expressed a clear, strong opinion (indicated by a dagger y ). The level of evidence was assessed was a system modified from that used by the European Resuscitation Council. The LOE provided an overall index of the reliability of an individual study. The risk of bias assessment was made using standard principles as follows:
Risk of Bias
Only bias that was not considered to be ''low" is indicated in the table S -selection bias; no randomisation in any study that was screened (appropriately), so any form of systematic or preferential selection was flagged M -methodological bias; methodological flaws which might have affected the results and impact on the meta-analysis were flagged O -overall bias; the impact of potential bias on overall findings and impact on meta-analysis was assessed and indicated L -low U -unknown H -high Abbreviations: Pro (prospective study), Retro (retrospective or virtual study), EPLS (European paediatric life support formula), BG (best guess formula), ARC (Australian resuscitation council formula), APLS (new advanced paediatric life support formula), CAWR (Chinese age-weight rule), MAC (mid-arm circumference).
Guide to tables and figures Table 1 shows the prevalence of underweight and obesity in LMIC and HIC which gives a perspective on the scope of the problem of weight estimation in children Table 2 provides a description and some details of some of the most commonly-used weight estimation systems in children Fig. 1 provides a summary of the PRISMA methodology and the number of studies reviewed and included in the metaanalysis Table 3 contains a summary on each of the studies included in the review and meta-analysis Supplementary Fig. B illustrates the bias and precision and accuracy of each study for each method. Weight estimation methods that were accurate in one study were generally accurate in all, and methods that showed a high variance and poor accuracy were consistently poor performers Fig. 2 shows the results of the pooled data for bias, precision and accuracy. This figure provides the overall best indication of the performance of each methodology Table 4 provides the actual numbers and finer details of the results displayed in Figs. 2 and 3 Fig. 3 shows the results of direct comparisons between various weight-estimation systems using data from multiple studies Supplementary Fig. A shows the forest plots of the pooled data for each of the weight estimation systems. The following main findings can be summarised from these figures:
Bias was highly variable between populations for age-based formulas, but with an overall pattern of overestimation of weight. There was substantial overestimation of weight from the new Advanced Paediatric Life Support (APLS), Australian Resuscitation Council (ARC), Best Guess (BG), Luscombe and Nelson formulas. The Broselow tape also showed large variations in bias between studies while bias was very close to zero for the two-dimensional systems. There was very poor precision (wide limits of agreement) within as well as wide variability between studies for all onedimensional weight estimation systems, especially the agebased formulas. Differences between populations were primarily disparities in bias, but with consistently poor precision. The two-dimensional systems, except for the Wozniak method, showed narrow limits of agreement, with a PW10 >70% and a PW20 >95%. Overall, no age-based formula performed well. The Broselow tape was noticeably better than the formulas, although still with limits of agreement wider than desirable. Of the habitusbased systems, the PAWPER tape and the Mercy method performed best and the Wozniak method less well with more outlier estimations. There was no significant trend detected for any method in terms of change in performance over time.
The studies from the poorest countries (such as Sudan and Botswana), with very underweight populations, showed the greatest overestimation of weight by the one-dimensional systems. Supplementary Fig. B shows the PW10 data (accuracy), with the following notable findings:
Only the PAWPER tape, parental estimates, the Wozniak method and the Mercy method exhibited reasonable accuracy (PW10 >70%). The results were similar to those described for the parametric data: wide inter-study variation, poor performance of agebased formulas, intermediate performance of the Broselow tape and good performance of the two-dimensional systems and parental estimates. Fig. 2 shows the comparison between the bias, precision and accuracy for the pooled data for each of the major weightestimation systems. The important findings were: Most age-based formulas had a large to very large bias towards overestimation of weight, with the European Paediatric Life Support Formula (EPLS) formula the least biased. There was a notably lesser bias for the Broselow tape and the twodimensional methods.
There were wide limits of agreement for all methods other than the PAWPER tape and the Mercy method. The poorer precision of the Wozniak method (compared to the other twodimensional methods), with a high PW10, indicated many outlier estimations, probably because of its poor performance in infants. Fig. 3 . Direct comparisons between weight-estimation systems using pooled, paired data. The PW10 statistic was used with an inverse variance meta-analysis, employing a random-effects model. This model was selected because of non-uniform samples with high inter-and intra-sample variability. Outcomes where the total or pooled result do not cross 1 were considered statistically significant.
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Age-based formula systems occupied the 12 worst performing positions in the parametric analysis and 13 of the 15 worstperforming in the non-parametric analysis. No formula had a PW10 accuracy of better than 48%. The new APLS formula was much less accurate than the EPLS formula, which it superseded when the EPLS formula was considered to have become too inaccurate. two-dimensional habitus-modified systems occupied three of the top four PW10 positions and the top two mean percentage error/ limits of agreement positions. Parental estimates and the Broselow tape were the best performing, non-habitus modified systems. If a PW10 >70% and PW20 >95% were used as a benchmark of acceptable accuracy, only parental estimates, the PAWPER tape, the Mercy method and the Wozniak method would have achieved this standard. Fig. 3 shows the results of the direct statistical comparisons between weight estimation systems (from studies where pairwise data could be pooled) using non-parametric measures of accuracy (PW10). There was no significant difference between most of the age formulas, with a one exception, as shown in the figure, with a small effect size (odds ratio of 2.1). The Broselow tape was significantly more accurate than every age-based formula with which it was compared, with a medium effect size (odds ratio around 4). The Wozniak method, the Mercy method and the PAW-PER tape significantly outperformed the Broselow tape with a small to medium effect size (odds ratio 2.0, 3.4 and 5.3 respectively) and the PAWPER tape was significantly better than the Mercy method with a small effect size (odds ratio 2.3).
The results of the pooled data analyses are shown in Table 4 . There were very few substantial differences between the FE and RE analyses. These differences were not substantial enough to raise uncertainties about the overall outcomes.
When examining the PW20 data, only the PAWPER tape (98.7%) and the Mercy method (96.3%) met the benchmark acceptability criteria. The Broselow tape and pooled age-based formulas achieved PW20 values of 76.2% and 59.9% respectively.
Discussion
In this quantitative meta-analysis, we demonstrated a significantly superior performance of the two-dimensional weight estimation systems over all other methodologies, except for parental estimates. The Broselow tape showed an intermediate performance. Age-based formulas showed an unvaryingly dismal precision and accuracy with a pronounced bias to overestimation of weight which could create a high potential for patient harm.
Guesses by healthcare providers and estimates by parents
There was only one low-and middle-income country study, from Malawi, that evaluated healthcare provider guesses of weight, which showed a very poor accuracy, with a PW20 of only 54% [36] . This is in keeping with studies from a high-income country, which showed similarly poor accuracy [36, 61] . healthcare providers cannot, and should not, use guesses to obtain an estimate of weight for drug dose calculations [62] .
Family estimates of weight are only useful if the family member, usually a parent, is present with the child at the time that they require emergency care, if they are willing to offer an estimate and are in an appropriate emotional state to do so [63] . There have been only two studies in low-and middle-income countries that evaluated the accuracy of family estimates of their children's weight, from large central hospitals in Thailand and Iran, which both showed excellent results [44, 45] . Interestingly, despite these estimates proving more accurate than the Broselow tape in one study, the authors still recommended the use of the tape over the family estimates [45] .
If the conditions that have previously been shown to be associated with an accurate weight estimation by family are met (the accompanying family member must be the regular caregiver of the child and the child must have had a recent measurement of weight by, or in the presence of that family member), these estimations probably will have sufficient accuracy for acceptable resuscitation drug dosage calculation [44, 64] . It remains a clinical judgement call as to whether to rely on a parental estimate or not, but some authors argue that clinicians can assume proper therapeutic doses even if parents are only semi-accurate in estimating a child's weight [65] . Parental estimates have the advantage of providing an equal accuracy across a wide age and weight range, unlike many other systems that have decreasing accuracy with increasing age and weight [63] . Parental estimates have been shown to be poor in obese children, however [66] .
In this meta-analysis, parental estimates were better than all systems other than the two-dimensional systems. These studies were from relatively ''privileged", urban areas of low-and middle-income countries, however, and whether these findings would be translatable to other settings is not clear. The prerequisites for appropriate use of parental estimates mean that it cannot be guaranteed to be able to be used in all children. It is a useful backup method of weight estimation, but should probably not be used or relied on as a primary weight estimation method.
Age-based formulas
In this meta-analysis, every age-based formula that was tested showed exceedingly poor accuracy, with a PW10 >50% for only one formula in only one study [42] . There were numerous studies identified that evaluated age-based formulas, none of which showed acceptable accuracy or precision [57] . This is similar to what has been found in high-income countries [67] . Although there are differences in bias between studies from high-income countries and low-and middle-income countries (under-vs overestimation), poor precision and accuracy are a consistent finding with agebased formulas in all populations. The fundamental causes of the inaccuracy these systems are the inherent variability of weightfor-age and a non-linear relationship between weight and age. In this study, even the most homogeneous populations showed an intra-study variance that was much the same as that between studies. A desktop growth-chart exercise can demonstrate that children on the 3rd or 97th centiles of weight-for-age may receive weight estimations that are 80% above or 40% below their actual weight when applying age-based formulas, even in the age group in which formulas are most accurate (<5yrs) [11, 68] . This becomes especially important in low-and middle-income countries where both extremes of weight-for-age may be prevalent since obesity is as much of a problem in these societies as in high income countries [68] .
Some authors and courses still support the use of age-based formulas because of their apparent simplicity and because they require no equipment [69] . Their use does require that the child's correct age be known (guessing age has been shown to lack accuracy [70] ) and that the formula is remembered and calculated accurately: both memory and simple arithmetic are unreliable in emergencies, as stress precipitates errors [71] .
In this meta-analysis, no age-based formula performed well and there was evidence of significant and sizeable overestimation of weight by these systems [18, 19, 39] . No formula was clearly superior to the others: although there was one significant difference (EPLS vs. Luscombe), the effect size was small. The APLS formula merits particular comment: it was introduced in 2011 because of demonstrated inaccuracies of the EPLS (original APLS) formula [72] . The meta-analysis data showed that the new three-part APLS formula was even less accurate than its predecessor with a greater overestimation of weight in low-and middleincome countries.
An inescapable conclusion is that age-based formulas should no longer be used and clinicians that manage children should ensure that a better weight-estimation system is available [12, 73, 74] . Although there is an increasing body of opinion that age-based formulas are statistically incapable of estimating weight accurately, they continue to be used, taught and researched [75] . The futility of age-based weight estimation was summed up perfectly by the author of a very large study on age-based formulas: ''Accurate paediatric weight estimation by age: mission impossible" [67] .
One dimensional length-based methods
Length-based formulas
The Traub-Johnson and Traub-Kichen formulas were designed to predict a child's weight at the 50th weight-for-length centile by using body length. There was only one study that evaluated these formulas, an Indian study with a very high prevalence of low weight-for-length, which showed poor accuracy and a bias to overestimate weight [18] . These equations are complex and require the use of a scientific calculator, which makes them vulnerable to errors, which might not be instantly detectable.
Growth charts methods
Only one study evaluated this methodology in a Thai population, with a poor outcome (PW10 51.4%) [44] . The inaccuracy and time-consuming nature of this technique does not make it suitable for use in emergencies. The accuracy is also dependent on contemporary population-specific growth charts. Some experts have suggested that the weight estimate can be modified according to body habitus by shifting to an appropriate centile [76] . This has never been evaluated, however.
One dimensional tape-based methods
Although there are at least nine length-only weight-estimation tapes, only the Broselow tape has been extensively studied -it is by far the most studied weight-estimation tool in the literature. Of the other tapes, only the Blantyre tape has been formally evaluated: a single, small study of very young children, which reported a PW20 of 78.8% [36] . The Broselow tape is, in effect, a full-scale depiction of the 50th centile of the National Centre for Health Statistics (NCHS) weight-for-length growth chart. Like other one-dimensional length-based systems, it is vulnerable to error based on variations from the median of weight-for-length (differences in body habitus) [20, 40, 51, 77] . Two studies from India have attempted to apply a correction factor to limit the overestimation of weight by the Broselow tape [40, 51] . Although this succeeded in partially correcting the bias, the precision and overall accuracy were still poor.
In this meta-analysis, the Broselow tape showed only a moderate degree of accuracy in most studies, with a tendency to overestimate weight. Although studies in Western populations have demonstrated an overall underestimation of weight, the results of this meta-analysis, as well as the individual studies in lowand middle-income country populations, have mostly shown an overestimation of weight, potentially to a dangerous degree (if drug doses were to be computed from those weights) [18] [19] [20] 40, 51] . Proponents of the Broselow tape have defended its underestimation of weight in overweight populations by suggesting that the tape estimates ideal body weight (IBW) rather than total body weight (TBW), which might be advantageous in obese children from a drug dosing perspective [4, 7] . This is not true.
IBW is higher than TBW in underweight children and inadvertent overdosing may easily occur. IBW should only be used in obese children and only for dose calculations for hydrophilic drugs [78] .
The Broselow tape significantly outperformed the age-based formulas against which it could be directly compared, with a medium to large effect size. The assessment of the performance of the Broselow tape was somewhat confounded by the fact that the tape itself has evolved over successive editions from 1998 to 2011, both in content as well as the position of the weight-and colourdivisions. The newest version of the Broselow tape (2011 edition A) was substantially modified from the previous version (2007 edition B) to decrease the underestimation of weight reported from studies in high income countries. This may make it overestimate weight to an even greater degree in populations with a high prevalence of underweight children [20] . Since the Broselow tape has proven inaccurate across the world, both in populations with underweight as well as populations with obese children, its use should be reconsidered [56, [79] [80] [81] .
One dimensional habitus-based systems
Although two studies in high income countries have shown that a formula based on mid-arm circumference (MAC) was more accurate than age-based formulas in older children, the only study to date in low-and middle-income countries showed a very poor result [24, 25, 82, 83] . The age-range restriction of this method is also prohibitive and, like other one-dimensional systems is unlikely to ever achieve acceptable accuracy and precision [6] .
Two-dimensional length-based, habitus-based, systems
The developers of the originator two-dimensional system were the first to recognise that ''Body habitus + height = accurate weight estimate", which has been the basis of the most accurate systems available today [21] .
The Wozniak system, derived from a study in Botswana in 2012, validated the use of segmental lengths (ulna and tibia lengths in this case) as surrogates of total body length, when combined with MAC as a measure of body habitus [24, 25] . This system was very accurate in an undernourished, high HIV-prevalence population and established a new level in terms of what accuracy a weight estimation system could achieve. It was promising in two additional validation studies in South Africa, but very poor performance in infants was worrying -further studies are required to establish whether this system warrants further development [12, 27, 84] .
The Mercy method, developed in the USA, similarly makes use of humerus length as a surrogate for length, together with MAC as surrogate for habitus, to generate an estimation of weight [23] . The pooled accuracy of this method in the meta-analysis was excellent with an accuracy of PW10 of around 70% in both over-and undernourished populations and in children aged from 1 to 16 years. The authors suggested that this system might even be accurate enough to use instead of poorly calibrated scales in resource-limited communities, although this claim still needs to be tested [11] . The practicality and efficacy of the Mercy system in emergency care still needs to be evaluated: the poorest performance of the Mercy method was in one study which measured children in the supine position, as it would be used in an emergency [27] . In addition, the arithmetic requirements, simple when encountered with no stress, might prove difficult and error-ridden during a resuscitation scenario.
The PAWPER tape, developed in South Africa, includes a measure of total body length and of body habitus in the methodology. Once a length-based weight has been estimated in a child, this weight can be modified up or down according to a visual assessment of the child's body habitus [5] . Although length-based mea-surements are objective and simple to perform, assessment of body habitus is more subjective and dependent on training and experience, but generally reliable [74] . Differences in ''average" habitus between different populations and at different ages may contribute to making accurate habitus scoring more difficult [1, 2] . The PAW-PER tape system showed very good results in this meta-analysis with a PW10 of 86.9%, excellent precision and virtually zero bias.
Directed paired comparisons on pooled data showed the Mercy, Wozniak and PAWPER systems to be significantly better than the Broselow tape with medium to large effect sizes, which indicated that these systems were far superior in accuracy. Although there were no studies that provided data to allow for direct comparisons between age-based formulas and the two-dimensional systems, the superiority of the two-dimensional methods can be inferred from other findings. Direct comparisons between the Mercy method, the Wozniak method and the PAWPER tape showed to PAWPER tape to be significantly more accurate than both the other methods in the low-and middle-income countries, with a small to medium effect size.
Differences between and within different populations
Although there were differences in bias between different studies, the underlying lack of precision (wide limits of agreement) within each population was similar. In other words, the variability between populations was congruent with the intra-population variability shown in even the most homogeneous populations. The significance of this is that, although non-habitus based recalibration of a system for a specific population might reduce the bias, the underlying variability and imprecision would not allow an acceptable degree of overall accuracy. This was well shown in the study by Asskaryar 2015, which failed to successfully recalibrate the Broselow tape in an Indian population by manipulating only the observed bias [51] . This further suggests that the onedimensional systems do not have the statistical capacity to accommodate for either intra-or inter-population variability. No studies looked at differences in accuracy between the sexes, but where differences have been shown in other populations they have been of very small effect size, equivalent to within-population variance.
The two-dimensional systems, especially the Mercy method and the PAWPER tape, have proven to be the closest to a universally applicable system -uniformly accurate at most ages, both within and between various populations and in both the highincome and low-and middle-income countries.
The heterogeneity between different study populations would diminish or undermine the meta-analysis findings but for two factors. The first consideration was that virtually all studies on the one-dimensional systems showed substantial variance of weight estimation performance within each study population as well as between populations. The meta-analysis findings are therefore likely to be valid given this similarity. The second consideration is that the two-dimensional systems showed far less variance both within and between study populations, which suggested that much of the variance was attributable to the weight estimation methodology rather than the population characteristics or differences. When two-dimensional and two-dimensional systems were evaluated in the same sample, the inevitably higher variance found in one-dimensional systems reinforced this conclusion.
Important relevant and related issues not covered in this review
There were issues that were not addressed in this review, which have an impact on the use of weight-estimation systems in emergencies, as well as the interpretation of the findings of this study: Some weight estimation systems were not included because of an absence of sufficient evaluable data (see Table 2 ). There are strong, valid arguments for the use of alternative measures of weight for (some) drug dose calculations in obese children [4, 8] . Weight estimation systems should, ideally be able to estimate both TBW and IBW to allow for accurate drug dose calculations for underweight, ''normal weight" and obese children [78, 85, 86] . How weight-estimation systems and resuscitation aids integrate may prove to be as important as the accuracy of weight estimation. Further research is required to establish the optimum balance between accuracy and cognitive demands during emergency care. The two-dimensional systems should be developed with this integration in mind. What degree of under-or overestimation of weight is dangerous to a child when calculating drug doses is not known [70] . Small differences in weight estimation accuracy are unlikely to reduce medication errors, but large improvements in accuracy, such as demonstrated between the one-dimensional and twodimensional systems in this study, make fewer medication errors much more likely [42, 71, 87] . Best practice dictates that it is essential to eliminate as many sources of errors as possible [77, 88] . Luscombe, one of the early researchers in age-based weight estimation, phrased it perfectly: ''To continue to use a demonstrably poor weight estimate cannot be considered good medical practice" [16] .
Limitations
The limitations of this study are analogous to what is expected from any meta-analysis of this nature [32] . The poor quality of statistical reporting and analysis in many articles and the resultant need for imputation of data was the major limitation in this study. The heterogeneity between the populations of the included studies could affect the outcomes of the meta-analytical statistical techniques. However, since the same weight estimation systems are being used in vastly different populations it was considered appropriate to evaluate the performance of these systems in individual as well as pooled samples to establish the validity of the current practice. One of the key objectives of this study was to determine whether individual weight estimation systems could transcend both within-and between-population heterogeneity.
The relative paucity of studies containing direct, paired comparisons between systems further limited the quantitative aspect of the meta-analysis. Nonetheless, the magnitude of the differences between the groups of weight-estimation systems was clearly apparent is most likely a true finding despite these limitations.
Conclusions
The only weight-estimation systems that were found to be of acceptable accuracy were the length-based, habitus-modified systems and parental estimations of weight. The PAWPER tape and the Mercy Method achieved an accuracy and precision that surpassed all other methods in low-and middle-income country populations. These systems should be used and developed for clinical use and integration with resuscitation aids. Wide discrepancies in the accuracy of the Broselow tape should provoke tremendous caution in its use (without a formally developed and validated habitusmodifying component). In its latest iteration, the 2011 edition A, it may substantially overestimate weight in children from low-and middle-income countries or poor communities, resulting in inadvertent medication overdosing. Without exception, all the age-and length-based formulas evaluated proved to be unacceptably inaccurate, with consequent high possibility for patient harm. There is sufficient evidence to conclude that age-based formulas should no S52longer be used. The benefit of not requiring equipment for their use is heavily outweighed by their inaccuracy and the negative cognitive load and vulnerability to error during resuscitation scenarios.
The hierarchy of choice of weight estimation methods is thus: dual length-and habitus-based systems should be used for weight estimation in children from low-and middle-income countries because of superior accuracy to other systems (high quality evidence); the Broselow tape or parental estimates of weight should be used for weight estimation in preference to age-based formulas and healthcare provider guesses (high quality evidence); age-based formulas and healthcare provider guesses should not be used for weight estimation in children because of potential patient harm (high quality evidence).
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